Background Obesity, physical inactivity, and poor nutrition have been linked to many chronic diseases. Research indicates that interventions in community-based settings such as houses of worship can build on attendees' trust to address health issues and help them make behavioral changes.
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Community Context
New Brunswick is a diverse community centrally located in Middlesex County, New Jersey. Nicknamed "The Healthcare City," New Brunswick is home to 2 academic institutions, 2 hospitals, a transit hub, and various pharmaceutical companies.
Data from the 2011 Behavioral Risk Factor Surveillance System indicated that 61.5% of New Jersey residents were overweight, 26.4% participated in no leisure-time physical activity, 31.9% ate 2 or more servings of fruit daily, and only 13.9% consumed 3 or more servings of vegetables per day (6) . Cities such as New Brunswick are not immune to the national obesity epidemic, and in some cases, the data for this area indicate worse outcomes. According to 2012 data from County Health Rankings, 27% of Middlesex County residents aged 20 or older reported no leisure time physical activity, higher than the 25% New Jersey benchmark and the 21% national benchmark. With regard to obesity, 24% of county residents reported a body mass index of 30 kg/m or higher, slightly less than the New Jersey and US benchmarks of 25% (7) .
The purpose of our program was 1) to establish a comprehensive program to improve nutrition and physical activity among people who attend houses of worship and 2) enhance the network of partners working with Rutgers Cancer Institute of New Jersey to provide community education. This case study highlights the successes and challenges through the development and recruitment periods of our program.
Methods
Body & Soul: A Celebration of Healthy Living and Eating (B&S) is an evidence-based program developed by the National Cancer Institute in collaboration with the American Cancer Society, the University of North Carolina, and the University of Michigan (8) (9) (10) (11) . The goal of B&S is to improve the health of congregation members in African American churches by increasing their fruit and vegetable consumption. B&S comprises 4 "pillars" that, when engaged by a church, have been shown to improve fruit and vegetable consumption: 1) a pastor who is committed and involved, 2) church activities that promote healthful eating, 3) a church environment that promotes healthful eating, and 4) peer counseling that motivates church members to eat a healthful diet (8) . Research has documented the efficacy of B&S as a dietary intervention to increase fruit and vegetable consumption (5, 10, 12) . The Office of Community Outreach (OCO) at Rutgers Cancer Institute of New Jersey has worked with the B&S program since 2006, providing grant funds, technical assistance, or both to various churches throughout New Jersey, New York, Pennsylvania, and Delaware. On the basis of OCO's experiences with the original B&S program, we adapted the original to meet the demographics and diversity of the greater New Brunswick community.
The original B&S program was adapted for implementation in our diverse community in a few ways. The original B&S Program was designed for implementation in African American churches. Houses of worship in the New Brunswick area reflect the diversity of the neighborhoods in which they are located. Our goal was to create community change by implementing a program that would affect a broader community and not restrict implementation to African American churches. In addition, the original program had a strong focus on fruit and vegetable consumption. Although program staff and advisors agreed that this component should remain a focus of the program, they also felt it was important to include education on broader nutrition topics and general healthful living strategies of interest to participants. Therefore, we added education on other nutrition topics such as sodium, fat, calcium, sugar-sweetened beverages, and whole grains. We also included a stronger focus on physical activity. Experience with B&S and other research suggests that ongoing technical assistance and training would help engage lay members of the houses of worship (ambassadors) and continue their participation (5, 13, 14) . Our adapted B&S program was designed to ensure that ambassadors would have continued interaction with consistent program staff. This program consisted of a multiphase process (phase I: monthly educational sessions; phase II: physical activity program development; and phase III: increasing access to local fruit and vegetables) where participants received hands-on education and technical assistance to deliver the program to members of their congregation and encourage them to make changes (Figure) . Our adapted program used a "train the trainer" model in which consultants with expertise in nutrition and physical activity content areas provided education to ambassadors, who were then charged with delivering health messages to their congregation using the strategies that they felt would be successful in their respective groups. Before the full launch in 2012, elements from phases I and II were piloted using 2 houses of worship that agreed to serve as a prelaunch pilot. Feedback from this pilot was used to design reporting forms, adjust the program schedule, and frame strategies for the nutrition and physical activity consultant to consider during site visits. Conversations with community partners and key informants with expertise in the content areas were used to enhance session offerings and program support in an effort to increase the likelihood of continued participation among houses of worship after the program was formally launched.
A program staff member was selected to participate in the National Cancer Institute's Research to Reality Mentorship Program (R2R). R2R is "an online community of practice that links cancer control practitioners and researchers and provides opportunities for discussion, learning, and enhanced collaboration on moving research into practice" (15). Through monthly blog posts and cyber seminars, program staff from Rutgers Cancer Institute of New Jersey learned about national initiatives such as the B&S Community of Practice. Staff were also invited to Fox Chase Cancer Center in Philadelphia to view its implementation of B&S in Pennsylvania. Program staff were able to use this site visit to identify best practices and obtain ideas to incorporate into our adapted program.
Because this project was conducted in the context of a community philanthropic project where 1) data were collected for program evaluation purposes, not to evaluate individual outcomes, and 2) the goal was not to produce generalizable results, the project was determined not to require approval by the Rutgers University Institutional Review Board. No identifiers (ie, personal or institutional) are used in the reporting of the results of this program evaluation.
Community engagement is an important piece of any community-based initiative. A committed effort was made to engage and develop relationships with local community partners, both public and private, at the onset of the program. Potential community partners were identified by using existing relationships, and an emphasis was made to connect to those who had expertise in nutrition or physical activity or who were working with houses of worship. Existing relationships were also used to establish relationships with new partners. For example, we were connected to Faithfully Fit (www.njsnap-ed.org/fit), the faith-based arm of our state's Supplemental Nutrition Assistance Program (SNAP) educational unit, because of our strong relationship with New Brunswick Tomorrow (www.nbtomorrow.org), a citywide nonprofit that works to bring like-minded partners together to address community issues. Faithfully Fit provides education on these topics in limited-resource communities, and it had varied pretested materials available for our use at low or no cost. New Brunswick is in its catchment area, and we were able to combine our efforts with Faithfully Fit's efforts to reach shared goals. In addition, B&S staff joined networks such as Shaping NJ (www.shapingnj.gov; a statewide public-private partnership established in the New Jersey Department of Health's Office of Nutrition and Fitness) to learn about new organizations (national, regional, and local) that could be tapped for support and guidance, as well as best practices that could be incorporated into program planning.
House of worship engagement
In the summer of 2011, an introductory letter was mailed to more than 200 houses of worship in the local area using a mailing list provided by an internal department at Rutgers Cancer Institute of New Jersey. Additional contacts were obtained using traditional outreach methods such as word of mouth and personal visits to houses of worship in the catchment area (5). In addition, program staff made contact with the mayor's office to introduce the program, build awareness and support, and identify other local partners that needed to be engaged. The Office of Communications at Rutgers Cancer Institute of New Jersey developed a press release, which was shared via mail, e-mail, our institutional website, and our institutional Facebook page. Two open houses were held in December 2011 at Rutgers University to introduce the program, answer questions, meet program staff and potential applicants, and distribute the program application (Appendix A). Dates and times were staggered by time of day and day of week, to be convenient to interested participants, who included members of ministries (eg, women's, health, youth), faith leadership, and other interested congregants).
A comprehensive application was designed to assess the capacity of houses of worship, using language and components from the original B&S program pillars. The application also allowed us to capture descriptive information (eg, institutional demographics, prior programming activities) at baseline. In addition, it provided an opportunity to introduce ambassadors to data collection activities they would be participating in throughout the program. Through this process, we were able to reflect on their previous activities and organizational climate regarding physical activity and nutrition at baseline. In addition, more than 1 congregant was invited to serve as an ambassador to increase the ability for the house of worship to remain engaged throughout the program; this strategy has been suggested in other research (14) . To submit an application, a signature from a member of the house of worship's leadership team was required so that support and awareness of the program would be built among the leadership team.
Applications were received through January 2012 and reviewed for completeness; applicants were contacted when necessary to obtain additional information. Follow-up phone calls and e-mails were sent to any house of worship that previously expressed an interest but did not submit an application. Additional outreach and phone calls from 2 community partners (Faithfully Fit and New Brunswick Tomorrow) were provided to houses of worship in the catchment area to confirm our credibility and encourage participation in the program.
Outcome
Nineteen houses of worship in the Central New Jersey area submitted applications, and all were selected to participate in our adapted program. This number represents approximately 10% of those invited who participated. There is great racial and ethnic diversity among these houses of worship, reflecting members of African American, Hispanic/Latino, white, East Asian, South Asian, African, Middle Eastern, and Afro-Caribbean communities, and representing various faiths and denominations. Many identified multiple races and ethnicities in their congregations. Questions were included on the application to identify a house of worship's current activities related to physical activity and nutrition. Results indicated that many had conducted health-related activities before application, including health ministries (50%), soup kitchens (17%), food pantries (50%), physical activity programs (61%), and food policies (22%). We used this information to help us develop program activities for the following phases.
Congregation assessment
Ambassadors were provided with surveys to assess their congregation's physical activity level and fruit and vegetable consumption before the start of the program. Questions related to physical activity behaviors and fruit and vegetable consumption were extracted from the Health Information National Trends Survey, a nationally representative biennial survey developed by the National Cancer Institute and designed to learn how Americans find, use, and understand health information (16) . Questions asked about physical activity participation, intensity, and frequency; fruit and vegetable consumption (quantity); and demographic information. A mandatory orientation was held before the program start to bring ambassadors together and explain program expectations. At that time, ambassadors were trained in how to engage their congregation to obtain respondents for the survey. Questions were printed on durable cardstock to ease completion in "on the go" environments (eg, before, during, or after worship service; at weekly events or social activities), and individually numbered to permit analysis by site. Ambassadors were given inexpensive pens to provide to respondents as giveaways in exchange for their participation. Program staff also provided onsite technical assistance to ambassadors on request in their respective houses of worship.
Ambassadors used convenience sampling methods to obtain assessments from any member of their congregation. Congregation members used worship services and other events (eg, health fairs, meal programs, Bible study, affinity groups) to obtain completed instruments. The final response rate was 97%; houses of worship submitted most of their assessment cards by April 2012. Data were analyzed by using SPSS version 19.0 (IBM Corporation, Armonk, New York). Each house of worship received a data report (Appendix B), which was used to provide a snapshot of the house of worship's climate at baseline and to assist ambassadors in the identification of areas of focus during program implementation.
Interpretation
Recent research has highlighted various community and institutional factors that can determine the success or failure of program implementation (17, 18) . Providing a well-funded initiative allowed program staff to build long-term relationships. Through funding, 1 staff member was involved with all aspects of the program, including recruitment, implementation, and evaluation through all 3 phases. Consistent staff (from the period of funding receipt through the recruitment and congregation assessment periods) allowed relationships to evolve and deepen, as program staff learned the nuances of the various houses of worship, and ambassadors had a clearly identified, accessible staff member to reach if needed.
The use of informal open houses and a formal orientation session allowed program staff to reach lay members in person and explain the components of the program and how it complements the existing mission(s) of their faithbased organizations. Elements of program phases were designed to help build ambassadors' skills and their selfefficacy toward the design of activities that would be successful and well received by their congregations. In-depth training of ambassadors throughout program delivery was helpful to build their data collection and reporting skills, as well as to help them understand why providing data is so important. Ambassadors were given skills and tools through monthly training sessions and individualized technical assistance, but the program was purposely designed not to be prescriptive. This design allowed ambassadors to use their creativity and take ownership of the activities they were conducting within their houses of worship.
This project underscored the importance of community engagement and partnership from the onset, which has been identified as a factor to successful program implementation (17) . These factors were instrumental in building relationships with community partners at onset of the program and allowed us to identify and fast track our network building with like-minded partners.
Similar to the experience of other health education programs delivered in community settings, a limitation of our program was the inability to reach as many houses of worship as we wanted. Even with a large mailing, informal open houses, and follow-up contacts from trusted community partners, we attracted a less-than-ideal sample of houses of worship to apply for participation in the program. We learned through our recruitment process that some houses of worship were experiencing various issues, such as dwindling memberships or worship service attendance, reduced revenue, growing urgent needs from their congregations (eg, social programs, financial hardships), and changes in or absence of leadership during the recruitment or promotion period. In some cases, our introductory letters may have been misplaced or discarded. Some of these issues have been highlighted as barriers in other implementation research, and we recognize that participating in our program may not have been a priority for houses of worship with larger institutional concerns (13) .
Through implementing this program, we learned lessons and would make some changes if it were to be replicated. This program was implemented with only 1 full-time staff member, supported by a host of community partners and volunteers. Additional staff would have allowed more in-person visits to houses of worship during the recruitment phase. Research has shown that such visits may increase program interest among clergy leadership, because people often prefer face-to-face interaction, especially when encountering organizations with which they are not familiar. Although we were fortunate to have a consistent staff member, additional staff may have increased our reach and thus increased the number of houses of worship who applied for participation (5) .
In future implementation, we would provide incentives to both the houses of worship and ambassadors for their commitment. Research suggests that financial incentives can be helpful in providing additional support and keeping organizations engaged (13, 19, 20) . Our adapted program was designed to provide a financial incentive to a house of worship for successful completion of each phase, but this incentive may not be enough to interest some ambassadors in providing their time for participation. Providing support at the individual and institutional levels may help houses of worship consider applying for participation in the program.
Despite these limitations, our results contribute to the body of knowledge regarding the use of faith-based organizations to provide health education. This case study highlights the successes and challenges of recruiting volunteer lay members for program implementation and helps identify elements that should be incorporated to maximize participant recruitment in future programming.
